ORIGINAL 

ARTICLES 


www.jpeds.com • The Journal of Pediatrics 


Clinical Management of Youth with Gender Dysphoria in Vancouver 

Karine Khatchadourian, MD, MSc, Shazhan Amed, MD, MScPH, and Daniel L. Metzger, MD 

Objective To describe patient characteristics at presentation, treatment, and response to treatment in youth with 
gender dysphoria. 

Study design A retrospective chart review of 84 youth with a diagnosis of gender dysphoria seen at BC Children’s 
Hospital from 1998-2011. 

Results Of the 84 patients, 45 (54%) identified as female-to-male (FtM), 37 (44%) as male-to-female (MtF), and 2 
(2%) as natal males who were undecided. Median age of presentation was 16.9 years (range 11.4-19.8 years) and 
16.6 years (range 12.3-22.5 years) for FtM and MtF youth, respectively. Gonadotropin-releasing hormone analog 
treatment was prescribed in 27 (32%) patients. One FtM patient developed sterile abscesses with leuprolide 
acetate; he was switched to triptorelin and tolerated this well. Cross-sex hormones were prescribed in 63 of 84 
patients (39 FtM vs 24 MtF, P< .02). Median age at initiation of testosterone injections in FtM patients was 17.3 years 
(range 13.7-19.8 years); median age at initiation of estrogen therapy in MtF patients was 17.9 years (range 13.3-22.3 
years). Three patients stopped cross-sex hormones temporarily due to psychiatric comorbidities (2 FtM) and distress 
over androgenic alopecia (1 FtM). No severe complications were noted in patients treated with testosterone or 
estrogen. 

Conclusion Treatment with gonadotropin-releasing hormone analog and/or cross-sex hormones, in collabora¬ 
tion with transgender-competent mental health professionals, is an intervention that appears to be appropriate 
in carefully selected youth with gender dysphoria. Long-term follow-up studies are needed to determine the safety 
of these treatments in this age group. (J Pediatr 2014;164:906-11). 


See editorial, p 689 


“Ti 


ransgender” is an umbrella term used to identify individuals whose gender identity does not conform to con¬ 
ventional gender roles of either male or female. 1 More specifically, a transgender female (male-to-female 
[MtF]) is a natal male who has a gender identity that is female; conversely, a transgender male (female-to- 
male [FtM]) is a natal female who has a gender identity that is male. 2 The Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition has replaced “gender identity disorder” with “gender dysphoria.” Gender dysphoria in adolescents 
and adults ( Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 302.85) is defined as “incongruence 
between one’s experienced/expressed gender and assigned gender ... causing clinically significant distress and impairment 
in social, school or other important areas of functioning.’” Gender dysphoria will often remit in the majority of prepu¬ 
bertal children; however, in most gender dysphoric adolescents, it will not. 4 The prevalence of adolescent-onset gender 
dysphoria is not known, and there are limited accurate assessments of prevalence of transgenderism in adults in North 
America. However, the prevalence of adults seeking hormonal or surgical treatment for gender dysphoria is reported to 
be 1:11 900 to 1:30 400 in the Netherlands. The etiology of gender dysphoria remains poorly understood, but there is 
increasing evidence of a biologic and/or genetic component. 

The Amsterdam Gender Identity Clinic developed guidelines and protocols for the diagnosis and clinical management of 
children and youth with gender dysphoria. In pubertal children (ie, having reached Tanner stage 2 or 3) with a confirmed 
diagnosis of gender dysphoria, pubertal suppression with gonadotropin-releasing hormone analog (GnRHa) therapy is sug¬ 
gested. This is seen as the first step toward transitioning to the perceived gender and allows the patient more time to determine 
whether a full physical transition is in his or her best interest. Cross-sex hormones (androgens for FtM and estrogens for MtF 
individuals) are then gradually added to induce the physical changes of the desired gender. This treatment approach is 
supported by published guidelines from the World Professional Association for Transgender Health J and the Endocrine 
Society 1 related to the diagnosis and treatment of gender dysphoria in children and adolescents. 


BCCH 

British Columbia Children’s Hospital 

BCTCCG 

British Columbia Transgender Clinical Care Group 

FtM 

Female-to-male (transgender male) 

GnRHa 

Gonadotropin-releasing hormone analog 

MHP 

Mental health professional 

MtF 

Male-to-female (transgender female) 


From the Department of Pediatrics, University of British 
Columbia, Vancouver, British Columbia, Canada 
This research project was partially funded by a Royal 
College Physicians and Surgeons of Canada Continuing 
Professional Development Grant. The authors declare no 
conflicts of interest. 


0022-3476/$ - see front matter. Copyright © 2014 Mosby Inc. 

All rights reserved. http://dx.doi.Org/10.1016/j.jpeds.2013.10.068 


906 









Vol. 164, No. 4 • April 2014 


The objective of this retrospective study was to describe a 
Canadian cohort of transgender youth from our program at 
the Endocrinology and Diabetes Unit at British Columbia 
Children’s Hospital (BCCH) with respect to patient charac¬ 
teristics, clinical management, and response to treatment. 


Methods 


The BCCH Transgender Program consists of a pediatric endo¬ 
crinologist, an endocrine nurse clinician, and a social worker 
who work in partnership with mental health professionals 
(psychiatrics and psychologists) from the community, allow¬ 
ing for a cohesive “clinic without walls” experience that delivers 
medical care (ie, GnRHa and cross-sex hormone therapy) and 
psychosocial support to this population. This medical team 
was integrated into the British Columbia Transgender Clinical 
Care Group (BCTCCG) in 2003, with the establishment of re¬ 
sources and written provincial guidelines for transgender 
youth and adults. 1 ' Almost all patients are first evaluated by 
a mental health professional MHP from the BCTCCG who is 
trained and competent in the diagnosis and management of 
gender dysphoria in youth. Patients are subsequently referred 
to the BCCH clinic for medical therapy, usually at the initiation 
of puberty, as deemed appropriate by the MHP. 

Patients included in this study met the following criteria: (1) 
at least Tanner stage 2 pubertal development (ie, breast develop¬ 
ment in natal females, testicular enlargement in natal males); (2) 
previous assessment by an MHP belonging to the BCTCCG; 
and (3) a confirmed diagnosis of gender dysphoria. All patients 
underwent a series of psychological tests, including the Utrecht 
Gender Dysphoria Scale, 1 the Piers-Harris Children’s Self 
Concept Scale, 14 and the Gender Identity Questionnaire for 
Adolescents, 15 and most were receiving ongoing psychotherapy. 

In total, 84 patients seen from fanuary 1998 to December 
2011 were included in this study. Of these, 45 natal females 
identified as male (FtM), 37 natal males identified as female 
(MtF), and 2 natal males were unsettled in their gender iden¬ 
tity. Ethics approval was obtained from the University of 
British Columbia’s Clinical Research Ethics Board. 

The following data were obtained from the clinic notes: (1) 
age at first and most recent visit; (2) age at the start of GnRHa 
and of cross-sex hormone therapy; (3) natal sex; (4) perceived/ 
affirmed gender; (5) Tanner stage at initial visit (breast for natal 
females, genital for natal males) and before initiating GnRHa 
and cross-sex hormones; (6) school grade level at first and 
most recent visit; and (7) medical and psychiatric comorbidities 
and complications related to medical treatment(s). Descriptive 
statistics were used. Data are reported as mean ± SD with 95% 
CIs and/or as a median and range. Differences between groups 
were assessed by Fisher exact test or % 2 test where appropriate. A 
P value <.05 was deemed to be significant. 


Results 


diagnosed with gender dysphoria before being seen in our 
clinic. The remaining 6 patients were seen in our clinic before 
they had been evaluated by an MHP, but they were not 
offered cross-sex hormones until they had completed mental 
health assessment. One of these patients did require therapy 
with a GnRHa to halt pubertal progression before assessment 
by an MHP. The median time from assessment by an MHP to 
the first visit to our clinic was 2.6 months (range 0 months to 
7.4 years). 

Consistent with other medical care in British Columbia, the 
majority of patients (68%) were referred to our clinic by their 
family physician or a walk-in clinic after being assessed by a 
psychologist; 25% were referred directly by a psychiatrist; 
and 7% were referred by a pediatrician or other subspecialist. 
The patient referral pattern roughly represented the 
geographical distribution of the province; only 1 patient 
was from out of province. The number of new referrals for 
gender dysphoria from 1998 to 2011 is shown in the Figure. 

Initial Clinical Presentation 

The characteristics of our patient population are summarized 
in Table I. Two MtF patients had disorders of sex 
development (Klinefelter syndrome and mild partial 
androgen insensitivity syndrome). At the first clinic visit, 
most patients were in school grades 8-10 (32%) or grades 
11-12 (48%); 12% were in grades 5-7, and the remaining 
8% were in college/university or no longer attending school. 

GnRHa Treatment Approach 

The median time between the first visit to our clinic and initi¬ 
ation of GnRHa was 0.2 month (range 0-3.2 months), with 12 
of 27 patients (44%) receiving treatment at their first visit to 
our clinic. Of the 15 FtM patients receiving GnRHa, 14 tran¬ 
sitioned to testosterone treatment during the observation 
period. Seven of these patients continued on GnRHa after 
starting testosterone; the other 7 patients discontinued 
GnRHa (after a median of 3.0 years, range 0.2-9.2 years). 
Five of the latter discontinued GnRHa at the time of hyster¬ 
ectomy and salpingo-oophorectomy, 1 discontinued GnRHa 



Seventy-eight of the 84 youth (93%) had been assessed by > 1 
MHPs from the BCTCCG (2 psychiatrists and 3 psycholo¬ 
gists in different locations in British Columbia) and were 


Figure. Number of new patients with gender dysphoria seen 
in 1998-2011. MtF, black bars', FtM, hatched rectangles. 
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Table I. Clinical characteristics of patients with gender dysphoria 



Characteristics 

All (n = 84) 

FtM (n = 45) 

MtF (n = 37) 

Age at first visit, yr 

Mean ± SD (95% Cl) 

16.6 ±2.2 (16.1-17.0) 

16.4 ± 2.1 (15.8-17.0) 

16.8 ± 2.4 (16.0-17.5) 

Median (range) 

16.8 (11.4-22.5) 

16.9 (11.4-19.8) 

16.6 (12.3-22.5) 

Age at most recent visit, yr 

Mean ± SD (95% Cl) 

18.2 ±2.3 (17.7-18.7) 

18.4 ±2.2 (17.7-19.0) 

18.2 ±2.5 (17.4-19.0) 

Median (range) 

18.2 (12.5-24.5) 

18.3 (13.8-24.5) 

18.1 (12.5-23.5) 

Follow-up time, n (%) 

61 (73) 

33 (73) 

26 (70) 

Mean ± SD (95% Cl), y 

2.3 ±2.1 (1.8-2.8) 

2.6 ±2.5 (1.8-3.5) 

2.0 ± 1.4 (1.5-2.5) 

Median (range), y 

2.0(0.0-11.3) 

2.2(0.0-11.3) 

2.0 (0.3-5.1) 

Age at start of GnRHa treatment, ! n (%) 

27 (32) 

15(33) 

11 (30) 

Mean ± SD (95% Cl), y 

14.7 ±1.9 (14.0-15.4) 

14.8 ±2.1 (13.7-15.9) 

14.7 ± 1.7 (13.6-15.7) 

Median (range), y 

14.4 (11.4-17.9) 

14.3 (11.4-17.9) 

14.8 (12.3-17.9) 

Tanner stage at start of GnRHa treatment 

2-3, n (%) 

10(37) 

4(27) 

5(45) 

4-5, n (%) 

16(59) 

10(67) 

6 (55) 

Age at start of cross-sex hormones, n (%) 

63 (75) 

39 (87) 

24 (65) 

Mean ± SD (95% Cl), y 

17.4 ± 1.9 (16.9-17.9) 

17.0 ± 1.6 (16.5-17.5) 

14.7 ± 2.2 (13.8-15.5) 

Median (range), y 

17.5(13.3-22.2) 

17.3 (13.7-19.8) 

17.9 (13.3-22.3) 

Tanner stage at start of cross-sex hormones 

2-3, n (%) 

7(11) 

6(15) 

1 (4) 

4-5, n (%) 

53 (84) 

32 (82) 

21 (88) 

Age at start of spironolactone, n (%) 

N/A 

N/A 

25 (68) 

Mean ± SD (95% Cl), yr 

N/A 

N/A 

17.6 ± 1.9 (16.9-18.3) 

Median (range), yr 

N/A 

N/A 

17.5 (15.0-22.0) 

Tanner stage at start of spironolactone 

2-3, n (%) 

N/A 

N/A 

0 

4-5, n (%) 

N/A 

N/A 

25 (100) 


•Patients with >1 visit in clinic. 

fOne natal male undecided on GnRHa and 1 FtM was started GnRHa by another physician and Tanner stage not included. 
(One natal male undecided started on spironolactone. 


(after 2.2 years) at the time of transitioning to cross-sex hor¬ 
mones, and 1 patient was on GnRHa for <2 months and 
chose to stop treatment due to mood swings and emotional 
lability. 

Of the 11 MtF patients, 5 received estrogen treatment dur¬ 
ing the observation period; of these, GnRHa was discontin¬ 
ued in only 1 of these patients at that time. Of the 
remaining 6 MtF patients receiving GnRHa, 1 stopped 
GnRHa after a few months due to emotional lability. Another 
patient stopped GnRHa as well; although she met hormone- 
readiness criteria, cross-sex hormones were withheld because 
of continued heavy tobacco smoking. She was prescribed 
estrogen the following year, once there was a substantial 
decrease in tobacco use. One natal male with undecided 
gender was prescribed GnRHa, but he discontinued this after 
13 months, as he chose not to pursue transition. 

GnRHa Treatment Side Effects 

Of the 27 patients treated with GnRHa, 1 FtM patient devel¬ 
oped sterile abscesses; he was switched from leuprolide 
acetate to triptorelin, and this was well tolerated. One FtM 
patient developed leg pains and headaches on GnRHa, which 
eventually resolved without treatment. Another patient 
gained 19 kg within 9 months of initiating GnRHa, although 
the patient’s body mass index was >85 percentile before initi¬ 
ation of GnRHa. 

Antiandrogen Treatment Approach 

Any MtF patient choosing not to take GnRHa was offered 
treatment with the antiandrogen spironolactone, to lessen 


androgen-dependent hair growth. Twenty-five of 37 (68%) 
FtM patients chose this therapy. All patients on spironolactone 
had electrolyte and urea/creatinine levels checked when they 
were on full dose; there were no abnormalities noted. 

Cross-Sex Hormone Treatment Approach 

In total, 63 of 84 patients (75%) were treated with cross-sex 
hormones during the observation period, with a significantly 


Table II. Psychiatric comorbidities 



Psychiatric comorbidities 

All (n = 84) 
n (%) 

FtM (n = 45) 

n (%) 

MtF (n = 37) 
n (%) 

P 

ADHD 

8(10) 

2(4) 

6(16) 

NS 

Mood disorder 

29 (35) 

20 (44) 

7(19) 

.01 

Anxiety disorder 

20 (24) 

15 (33) 

4(11) 

.02 

Eating disorder 

4(5) 

2(4) 

2(5) 

NS 

PDD/ASD 

6(7) 

2(4) 

4(11) 

NS 

>2 DSM-IV diagnoses 

22 (26) 

12 (27) 

9(24) 

NS 

Substance abuse 

6(7) 

2(4) 

4(11) 

NS 

Suicide attempt/ED visit 




NS 

Before first visit to our clinic 

10(12) 

6(13) 

2(5) 


After first visit to our clinic 

4(5) 

3(7) 

1 (3) 


Psychiatric hospitalization 




NS 

Before first visit to our clinic 

10(12) 

7(16) 

3(8) 


After first visit to our clinic 

HD 

1 (2) 

- 








ADHD, attention-deficit/hyperactivity disorder; DSM-IV, Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition, ED, emergency department; /VS, nonsignificant; PDD/ASD, 
pervasive developmental disorder/autism spectrum disorder. 

•Diagnosis made by an MHP (psychiatrist or psychologist). Other diagnoses include 1 patient with 
trichotillomania, 2 with borderline personality disorder, 1 with psychosis not otherwise specified, 
1 with adjustment disorder, 2 with tic disorders, and 1 with oppositional-defiant disorder. 
tCannabis dependence, polysubstance abuse. 

{Fisher exact test or x 2 test, P < .05 significant. 

§Conditions requiring hospitalization include posttraumatic stress disorder, depression, 
substance abuse, behavioral issues, psychosis, and anxiety. 
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larger proportion of FtM patients (39/45, 87%) than MtF 
patients (24/37, 65%) treated (P < .02). Of these, 40 patients 
(64%) had 1 or 2 parents sign an informed consent form for 
cross-sex hormones. Under the British Columbia Infants 
Act, any child of any age can consent to a medical treatment, 
provided that he or she can demonstrate the capacity to un¬ 
derstand the risks and benefits of treatment. Fifteen of 63 pa¬ 
tients (24%) received cross-sex hormone treatment at their 
first visit to our clinic. The median time from first visit to start 
of cross-sex hormones was 4.6 months (range 0-42 months). 
Of the 19 patients who transitioned from GnRHa to cross-sex 
hormones, the median time from start of GnRHa to the start 
of cross-sex hormones was 11.3 months (range 2.2-42 
months). Injectable testosterone enanthate and/or cypionate 
was used for the FtM patients, and oral micronized 17/i-estra- 
diol was used for the MtF patients. Our treatment protocol for 
hormonal therapy is based on the guidelines published by the 
Endocrine Society. 1 All patients receiving cross-sex hormones 
had routine hematologic, biochemic, and sex-hormone 
testing performed when they were on near-adult doses and 
then annually. 

Cross-Sex Hormone Treatment Side Effects 

Twelve of 37 FtM patients (32%) treated with testosterone 
developed minor, expected complications: 7 developed se¬ 
vere acne necessitating isotretinoin treatment, 1 developed 
early-onset (age <20 years) androgenic alopecia, 3 developed 
mild dyslipidemia, and 1 patient had significant mood 
swings. No severe complications, such as erythrocytosis or 
severe liver dysfunction, were noted with testosterone use, 
and no minor or severe complications, such as thromboem¬ 
bolic disease or severe liver dysfunction, were noted with 
estrogen use. 

None of the 63 patients receiving cross-sex hormones dis¬ 
continued his or her treatment permanently. Three of the 37 
FtM patients temporarily stopped treatment: 2 due to 
concomitant psychiatric comorbidities (an eating disorder 
in one patient and depression in another), and 1 patient 
stopped treatment due to distress over androgenic alopecia; 
they all eventually resume treatment. There were no interrup¬ 
tions in treatment with cross-sex hormones in the MtF 
patients prescribed estrogen. 

Surgical Outcomes 

Seven of 37 MtF patients (19%) attempted semen cryopres- 
ervation (all Tanner 5) before starting estrogen. Nine of 42 
FtM patients (21%) underwent mastectomy with male chest 
contouring (median age 18.1 years, range 14.9-22.1 years) 
during the observation period. Of these 9 patients, 6 pro¬ 
ceeded to hysterectomy and salpingo-oophorectomy (me¬ 
dian age 18.9 years, range 16.5-22.3 years). One patient 
underwent hysterectomy and salpingo-oophorectomy but 
did not require chest surgery, as the patient was treated 
with GnRHa early and had negligible breast growth. 
One MtF patient underwent elective breast-augmentation 
surgery and tracheal shaving. Two MtF patients underwent 


penectomy, orchidectomy, and vaginoplasty (at 18 and 21 
years of age) during the observation period. 

Psychiatric Comorbidity 

Psychiatric comorbidities are presented in Table II. Mood and 
anxiety disorders were more common in FtM than in MtF 
patients (44% vs 19%, P = .01, and 33% vs 11%, P = .02, 
respectively). Importantly, 10 of the 84 patients (12%) had 
attempted suicide with a resultant visit to an emergency 
department before being seen in our clinic vs 4 (5%) after 
their first visit. 


Discussion 


Our results indicate an increase in the number of patients 
over the past few years, also described at other pediatric cen¬ 
ters. 1 ‘ Potential reasons for this increase include more media 
attention on this topic and/or more adolescents “coming 
out” at an earlier age as transgender. In the past 10 years, 
the publication of guidelines for health care professionals, 
presentations on endocrine management of transgender 
youth at international conferences, and, in our province, 
the successful development of the BCTCCG with increased 
physician awareness of this issue are likely significant 
contributing factors to the increase in referrals. We also did 
see a number of 18- to 20-year-old patients during a period 
of limited access to care in the adult system. 

Despite increased public awareness, many clinicians 
continue to be reluctant to prescribe GnRHa, even though 
this treatment is strongly recommended as an appropriate 
intervention for adolescents with gender dysphoria. Our 
results are encouraging, with only 1 of the 27 patients treated 
with GnRHa deciding to stop treatment due to emotional 
lability, and not because of unwillingness to pursue transition. 

Fewer patients in our cohort (32%), compared with 79% 
of the Dutch cohort of transgender youth, were treated 
with GnRHa. Antiandrogens are not prescribed for trans¬ 
gender youth in the Netherlands, as most individuals are 
treated with GnRHa; in our cohort, most MtF individuals 
were treated with antiandrogens. The cost of monthly ther¬ 
apy ($425 CDN per 7.5-mg kit) likely was not an issue, as 
GnRHa treatment is covered by our provincial drug plan, 
subject to income-dependent deductibles and co-pays, and 
in general every patient who desired GnRHa was able to 
receive it with full or partial insurance coverage. As well, 
many older patients elected to defer GnRHa therapy and 
wait for cross-sex hormone therapy. 

Most experts in transgender care would agree that initiation 
of GnRHa therapy at an earlier stage of puberty is preferred, 
because preventing the development of unwanted secondary 
sexual characteristics can alleviate distress. Many MtF patients 
who take GnRHa or antiandrogens before the development of 
significant androgen-dependent hair are spared the need for 
electrolysis. This approach also leads to better surgical 
outcomes, as FtM patients treated early with GnRHa who un¬ 
dergo mastectomy have a more favorable postoperative 
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appearance; some early-treated FtM patients may not require 
such surgery at all. 

It is now standard practice to discuss fertility preservation 
with adolescents before initiating medical or surgical treat¬ 
ments. For some MtF patients, it may be more appropriate 
to introduce GnRHa therapy at a later pubertal stage, to allow 
the patient the option of semen cryopreservation to maintain 
fertility. A study investigating the opinions of 121 trans¬ 
gender women (MtF) by Internet-based survey found that 
51% of the study group (n = 61) would have seriously consid¬ 
ered sperm banking or would have actually done so if this had 
been offered to them. We therefore recommend that all ad¬ 
olescents identified as MtF be asked about their desire for 
biological children and that the option of sperm banking 
be discussed. 

As techniques for oocyte preservation continue to be 
developed and improved, it will also be important to counsel 
FtM patients about this option before beginning medical or 
surgical treatment. 

A second issue arises in MtF individuals who receive 
GnRHa at the early stages of puberty. Adolescents with 
male genitalia who transition may be adversely affected by 
early initiation of GnRHa therapy, because this might result 
in insufficient genital tissue for the common surgical tech¬ 
nique of penile inversion vaginoplasty. 

Significant psychiatric comorbidities have been 
described in transgender youth. Our cohort had a greater 
proportion of patients with mood disorders compared 
with a Dutch cohort (35% vs 12%); however, the frequency 
of anxiety disorders was similar (24% and 21%, respec¬ 
tively). As noted in the Dutch cohort, it can be problem¬ 
atic to compare frequency of psychiatric comorbidity in 
adolescents with gender dysphoria across clinics, as the 
same diagnostic criteria or measures may not be used. 1 
The older age of our cohort of patients compared with 
the Dutch cohort (mean age 16.6 vs 14.6 years, respec¬ 
tively) may also explain differences in frequency of psychi¬ 
atric comorbidity, as our patients had more time to 
develop these comorbidities. 

Suicidal ideation and suicide attempts are also concerns 
among transgender youth. In 1 cross-sectional study of 55 
adolescents, 45% reported to have seriously contemplated 
suicide, 1 and in another cohort study of 97 patients, 
9.3% had attempted suicide. In our study, suicide at¬ 
tempts and/or emergency department visits for suicidal 
ideation decreased from 12% (n = 10) before the first visit 
to our transgender clinic to 5% (n = 4) afterward. Although 
our numbers are quite small, this finding suggests a less¬ 
ening of emotional problems and suicidality when puberty 
blockers or cross-sex hormones are started. This is further 
corroborated by findings in the Dutch cohort, where an 
improvement in psychological functioning in areas such 
as depressive symptoms was demonstrated in adolescents 
with gender dysphoria treated with GnRHa for nearly 2 
years. 4,10 

There are some limitations to this study. This was a retro¬ 
spective review with a small absolute number of patients. 


However, adolescent gender dysphoria is a rare condition, 
and there is a paucity of studies in this group. We did have 
a short follow-up time and therefore cannot comment 
on the long-term safety of GnRHa and cross-sex hormone 
therapy. Lastly, objective tests of psychological functioning 
before and after treatment were not performed systemati¬ 
cally; these would have been helpful in better assessing the 
benefits of initiating GnRHa and cross-sex hormone therapy 
at this earlier age. ■ 
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